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433.480:continued 

(2) The RECIPIENT’Sphysician will k:expected to furnish PROGRAM staff MEMBERS upon 

request. with thc results of thisphysical examination; a Iist of CURRENTmedicationsand 

TREATMENTany special dietary requirements;a statementindicating any contraindications 

or limitations to the individual's participation in program activities and rECOMmEndations 

for therapy, when applicable. 

(3) Each recipient's physician will receive a participant cam plan DEVELOPED by the staff 

MEMBERS of the program for review every THREE months. The PROGRAM’S REGISTERED nurse 

willnquestthatdrepartidpantcarcplanbereviewtdandtignedbydrtphysicianand 

-to~program 

433.481: ALTERNATIVES InstitutionalCare: h i a m d e n t  LIVING Promam. 

(B) Eligible RECIPIENTS 
(1) For Medical ASSISTANCE recipients (categories of ASSISTANCE 00,01.02,03, 05.06, 
07, and 08). the Division pays for INDEPENDENT living program SERVICES 
(2) For information on reimbursable SERVICES for recipients of the Emagency Aid to the 
Elderly,Disabled and children Program (category of ASSISTANCE 04).  sce 130 CMR 
450.111. 

. .
(C) PHYSICIAN Rcs~onsr recipient's physician must artay that the recipient is:'bilitics 7 3 ~  

(1)severelyphysically DISABLED (iNEED of an AVERAGE of four hours or more of t 
personal CAREATTENDANT SERVICES pa day); 
(2) wheelchair DEPENDENTfor mobility; 
(3) EMOTIONALLYSTABLE and 
(4) medically stable (able to participate in daily living activities without requiring 
FREQUENT substantial MEDICAL care). 
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433.482: continued 

Q PHYSICIANRESPONSIBILITES The PROPRIETY of the recipient's PLACEMENTin an ICF/MR 
must be catified by a PHYSICIAN at the timcof theRECIPIENTS admission and RECERTIFIED every 
60days. The MASSACHUSETTSDEPARTMENT of Mental HEALTH REGIONAL or office SCREENSall 
potential IcF/MR RESIDENTS Physicians who believethat theirpatients arc in Mcd of ICF/MR 
services should contact the DEPARTMENTof Mental Health area office. 

433.483: Alternativesto Institutional Cam: Day Habilitation Centers 

(A) PROGRAM Dcfinion.Day habiIitation centers #NC pasons who are MENTALLYretarded 
anddevelopmeneallydisaMedandwhoaecdmorebabilicativcsavi#s~ueprovidedin
IEss-Restrictive day programs but who do not quire FULL-TIME institutionalization.Day 
habilitation centas pawkle a range of intensive medical, behavioraland THERAPEUTIC SERVICES 
in a d d y  normative setting. Thc centers providegoal-oriented SERVICES that help 
participanTs leach their highst posslwe level of independent FUNCTIONING and that facilitate 
the PARTICIPANTS’moving to IEss-rEStRictivE settings. 

(B) ELIGIBLERECIPIENTS 
(1) For Medical ASSISTANCERECIPIENTS(categories of assistance 0. 1,2,3.5.6.7.  and 8). 
the Division pays for day habilitation SERVICES 
(2) For infomation on reimbursableSERVICES for recipients of the Emergency Aid to the 
Elderly, Disabled and CHILDREN Program (category of assistance4). see 130 CMR450.1 1 1. 

(C) PHYSICIANRESPONSIBILITES The Division screens and refers potential recipients to day 
habilitation centerswith theMassachusetts Department ofMental Health. Any physician who 
believes that his or her patient would benefit from day habilitation services should contact 
the Department of Mental Health area office. 

433.484: The Massachusetts SPECIAL Education Law (CHAPTER7661 

(A) Redairanent of Law. CHAPTER 766 of the Acts of 1972 is acomprchcllsivespecial 
educationlaw that REQUIRES local school agencies to develop and implement individual 
educational plans for CHILDREN with spacialneeds. The law MANDATES that everychild between 
theagesofdveeand21whohasspecialnctdsshouldtakepaninaspecialeducation 
program.Any child entuing kindugaxten musthavea CompnhUIsive health and 
developmEntalexamination. Any student bawaen the ages of drrtt and 21 who is having 
school-related PROBLEMS will be re fad  to the school's ADMINISTRATOR of Special Education 
to obtain all neccmry ASSESSMENTS including medical. psychological. and other specialty 
evaluations. Based on the results of these ASSESSMENTS an individualized EDUCATION plan 
willbedevel~withm~~onmectingtheneedsofthtdri idwithinthercgular 
classmom sating. In addition, any PROBLEMS that have been diagnosed must receive 
matmalt. 

(B) PAYMENT M8nyofdrcewluationandaamrcntsavictsrequiredbythespecial 
Education Lawut REIMBURSABLE undathcMedical ASSISTANCEPROGRAM TheDivision cannot 
payforsERvicesprovidedbyschoOLpersonnel AnysuvicesnotfpnrishtdbyMedical 
ASSISTANCE PROVIDERS such as EDUCATIONAL a d  social SERVICES that are mxssary for an 
eligible child's special EDUCATION will be firmishad or amngcd for by the local school 
agency.asxcxluidpndachapm766. 

(1) INDIVIDUAL Medial Assistance Providers. l k  Division will pay PROVIDERS for 
sERvicesMANDATEDByTHESpEciAlEdUCATIONLAWTHATAREFURNISHEDTOCHILDRENWHOARE 
recipients. Payment will be based on the existing fee schedules. For example. the 
Division will pay for a complete physical examination as required by the law for a 
kindagarten-@child if the child is REFERRED to a pediatrician or health CLINIC that 
participates in the MedicalAssistance PROGRAM As rtquircd by the law, a providerwho 
paformsany ASSESSMENTS of eligible CHILDREN aftcr refd by an ADMINISTRATORof Special 
Education must submit the repom to thc local school agency. The PROVIDER must also 
take the responsibility for treatment of detected conditions. 

OFFICIAL 

9/9/94 EFFECTIVE9/15/94) I30  CMR - 481 



130 CMR DIVISION OF MEDICAL ASSISTANCE 

(2) MEDICAL Assistance Con Evaluation ~ U D S .  The Division wil l  pay, at a 
comprehensive rate. Division-approved intErdisCIplinary pdessional p u p s  and 
Division-approved medical facilities that p f o m  the medical.psychologid. and family 
assessments of a Chapter 766 full core evaluation. 

REGULATORY AUTHORITY 

130 CMR 433.000: M.G.L. c. 18. § 10; M.G.L. c. 118E. § 4. 

... 

(PAGES 483 THROUGH 488 ARE RES�RVED FOR FUTURE USE). 
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433.487: continued 

(2) Once a physicianhas submitteda claim for PGHservices, his name and address will 
appear on a PGH referral list to be used by the Division unless the physician notifies the 
Division's MedicalDivision either that he wan= his nameREMOVEDfromrhe PGH referral 
list or that hc no longer intends to provide PGH serv i c e s .  

(C) DisclosunREQUIREMENT RECIPIENTSMUSTBE informedby thephysician that information 
abouttheirmedicalcarewillbefumishdtotheDivision. 

433.488: PROJECT Good Health SERVICES Medical Protocol and Periodicity Schedule 

Payment for pgh services is based upon the performanse and documentation of the 
procedures LISTED in the Medical PROTOCOL and PERIODCITY SCHEDULE herein. Thc Schedule 
provides for basic preventivecue MCI identifiesrECiPIEnts who quirehather diagnosis of 
suspected or & HEALTH problesm TREATMENT or both. Explanations of procedures that 
appear in the SCHEDULE and the infomation that must be mainrained in the medical record to 
substantiate the PREFORMANCE of such procedures appear below. 

(A) flewborn) Initial Histow and Physical Examination - documentingeither in the 
physician's medical record or in the hospital CHART an examination of the newborn in the 
hospitaL 

(B) Newborn) Discharm HISTORY and PhysicalExamination - documenting either in the 
physician's medical RECORD or in the hospitalchart the discharge history and physical 
examination of the newborn in the hospital. 

(0HEALTH HISTORY -RECORDINGinthemedicalrecord the family health history,baselinedata 
on the RECIPIENTif not recorded previously. growth and DEVELOPMENThistory, immunization 
history,known REACTIONS to mediations ad ALLERGIES putinmt infoRmaTion about previous , 

illnesses and hoSpitaliZations. drug. alcohol, and tobacco usc. and other medical and
PSYCHOSOCIALPROBLEMS 

OFFICIAL 
I 3 0  CMR - 483 



_r

--. 
',he-,. 


130 CMR: DIVISION OF MEDICAL ASSISTANCE 

433.488: continued 



-Pd %& 

1 3 0  CMR DIVISION OF MEDICAL-ASSISTANCE 

433.488: continued 

(Q) Sickle Cell - this test i s  quidif indicated by ETHNICITY The Division recommends 
rcscrcening and education during ADOLESCENCE as indicated. 

0 Dental Ref- - the SCREENING physician mast refa mipiarts to a dental provider at 
age three, or earlia if indiaued (such as when NURSING-BOTTLESYNDROME is prrsent). 

433.489 PROJECT Good Health Savi: DESCRIPTION of Health ASSESSMENT 

The health ASSESSMENTS described in 130 CMR 433.489 a?e reimbursable when provided 
by a physician or by a physician assistant under a physician's SUPERVISION 
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433.489: continued 

(1) Omission of a Procedure. A physician may omit a procedure h m  a health 
assessment only in the following situations 

(a) Procedure Was Not MEDICALLY NECESSARY If a physician omits a screening 
procedure from a PGH health ASSESSMENT because, in the physician's professional 
judgment, the procedure is not MEDICALLY IKcessafy.the physician must indicate on 
theffiHciaimformwhichprocedureisomitatdandwhyitisnotnccessary(setthe 
billing INSTRUCTIONS in Subchapter 5 of the PHYSICIAN Manual). If a procedure is 
omitted because it was performed earlier. thedate the procedurewas performed must 
be i n c l u d e d  in the explanation and the results recorded in the RECIPIENT’S medid 
RECORD IfaproccdunisomiatdbecroseitwasperfomKdinschoa1,the~ltsmust 
beincludedintheexplanation~lecordedintbe~t'smedicalrecord.Forthe 
purposes of I 3 0  CMR 433.489. NONPERFORMANCE of a rtcommendedprocedure in the 
Medical Protocol and Paidcity Schedule is not considered an omission. 
NONPERFORMANCE of a required procedure is CONSIDERED an omission. 
(b) PROCEDURE Was lmDoasiwe to If a physician omits a screening
PROCEDURE from a PGH health ASSESSMENT because it is impossible to paform. the 
physician must i n d i ion the PGH CLAIMform w h i i  procedure is omitted and why 
it cannot bc pcrformc!d(seeSubchapter5 of the Physician MANUAL If the procedure 
is impossibk toperform becausetherecipient refuses toCoopera&.thephysician must 
describe in the explanation efforts made to overcome the recipient's -e. 

(2) Results of Laboratow Test or Referral SCREENINGPROCEDURE Not Available within 30 
DAYS If a physician docs not know the RESULTS of a labontory test or REFERRED SCREENING 
procedure within 30days after the health Assessment, the physician must indicate on the 
PGH claim form which laboratory or test results have not been received. 

433.491: PROJECTS Good Health Services:Diagnosis and Treatment 

(A) For any problem thacrequinsFURTHERDIAGNOSIS or treatment after the health assessment, 
the physicianmust ather request that the RECIPIENT return for another appointmentas soon as 
possible or h k e  a refed immediately (or as soon as the physician o b a i i  the screening 
result indit ing a need for referral). 

(B) When making a referral to another provider. the SCREENING physician must give to. the 
recipient or to the recipient's parent or guardian the name and ADDRESS ofan appropriate 
provider. 

(0The screening physician must obtain a report of the results of diagnoSis.ud TREATMENT 

@) If a 'physician b o w s  of any reason that a RECIPIENT might not make or keep an 
appointment for funhtr diagnosis and TREATMENT Juch as a I#cd fix trampomtion or 
translation,thephysicianmaycontacttheFGHspecialininhisamfor~ PGH 
SPECIALISTSARELOCATEDINTHELOCALWELFAREOFFICES 

433.492: PROJECT Good Health SERVICES Claims far Health Assessments 

(A) FEES for Health Assessmen& 'Ibe FEES for the PGH health ASSESSMENTS in Subchapter 
6 of the PHYSICIAN MANUAL wae adopted by the MASSACHUSETTS Rate Setting COMMISSIONfoc 
PGH HEALTH -ts furnished in with the Medical Protocol and PERIODICITY 
SCHEDULE d with thesePGH regulations. 

(B) SERVICE Limitations. For each RECIPIENT frnn BIRTH through nine yean of age, a 
physicirnmpyctbnonlyonehealdrpjseJJmmtpaagelevelintheMidialprotoColand 
Periodicity Schedule. For each recipient aged ten yam thnmgh 20 years.a physician may
claim only one HEALTH ASSESSMENT per yew. Additionat visits for high-risk RECIPIENTSarc not 
considered to be PGH HEALTH -6 but REIMBURSABLEaccording to the ofice visit 
service codes and descriptions in Subchapter 6 of the Physician MANUAL 
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433.493,: continued 

(C)Claims for HealthAssessment of aNewborn. In order to bc paidfora PGH health 
assessment of a newborn. the physician must have visited the newborn at least twice before 
thenewbornleavesthehospital.The first VISIT for an initialhistory and physical 
examination. is reimbursable as a hospital inpatient visit (see Subchapter 6 of the Physician 
M u m i )  and not as a PGH health assessment The discharge visit for a discharge history 
and physical examination. is REIMBURSABLEas a PGH health ASSESSMENT in accordance with 
130 CMR 433.49289@). Additional visits for ill newbornsarc reimbursable accordingto the 
hospital visit service codes in Subchapter6 of the Physician Manual. 

@) Report REQUIREMENT In order to claimpaymentfor a PGH health assessment, a 
physician must submit a completed PGH claim form. The PGH claim form is specifically 
designed for recording whether each requiredtest and screening PROCEDUREwas provided. and 
forindicatingproblems needing follow-up treatment Lnsrmctioas for obtaining and 
completing the PGH claim form are in Subchapter 5 of the Physician MANUAL 

(1) When submitting a claim for a health assessment with specid circumtanccs. the 

physician must explain the special circumstances on the PGH claim form (~eeI 3 0  CMR 

433.489(C)). 

(2) If a nunc PRACTITIONER or physician assistant has performed the HEALTH assessment. 

this must be indicated on the PGH claim form. 


433.493: PROJECTGood Health Services: Claims for LaboratorY Services 

The followinglaboratoryservices.which an i n c l u d e d  in the MedicalProtocoland 
Periodicity Schedule. ax REIMBURSABLE in addition to the HEALTH assessment when they arc 
performed in the office of the physician who furnished the health assessment. A physician 
may not claim payment for any test until the results are known. 

Service 
code 


822310 

822320 Beta-2 microplobutin. serum; RIA 

850 180 Blood counc hemoglobin 

850I40  BLOOD count hematocrit 

862560 Chlamydia (fluorescent andbody; titer) 

824650 CHOLESTEROLserum, towl 

870810 Culture, BACTERIAL SCREENING only. for single ORGANISMS 

871100 CULTUREchlamydia (IC) 

881500 	 Cytopathology. mars, cervical or vaginal (c.g.. PAPANICOLAOU up to3 smears SCREENING by
TECHNICIAN undcr physician supervision 

108379 Erythrocyte protoporphyrin; mailing of specimen to Department of Public Health 

836550 Lead.blood; quantitative 

836600 Lead.urinc; quantitative 

847030 PREGNANCY test (gonadotropin. chorionic; qualitative) 
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433.493: continued 

Service 
Code Service Descriwion 

847020 Regnancy test (gonadotropin. chorionic; quantitative) 

872 1 0 0  	 SMEAR primary SOUTCC. with interpretation; wet mount with simple STAIN for Ma.fungi, 
ova and/or parasites 

865920 Syphilis; pipi ta t ion or flocculation tests. qualitative (VDRL, RPR.ART) 

856600 SICKLINGof RBC;duction. slide method 

844780, Triglycerides, blood 
I .  

81oooo 	 Urinalysis, routine (pH. specific GRAVITY protein, tests for d u c i n g  STANDARDS8s glucose); 
with microscopy 

810020 urinalysis. routine; without microscopy 

433.494: PROJECT Good Health Services: Claims for AUDIOMETRIC Hearing and ‘litmus Vision Tests 

Payment for the audiometric hearing test and the litmus vision test, which arc both 
included in the Medical PRotocol and Periodicity Schedule. is not i n c l u d e d  in the fee for a 
health assessment and should be claimed separately sccordig to theservice codes in 
Subchapter 6 of the Physician Manual. 

433.495: PROJECT Good Health Services: RECORDKEEPING REQUIREMENTS 

(A) Medical RECORDS A physician must ateand maintain a centrdkd RECORD for every 
PGH recipient5 his CARE in accordance with Divisionregulations governingmedical records 
(see 130 CMR 433.409). In addition, the record for tadr PGH RECIPIENT must contain 
documentation of the screening procedures listed in 130 CMR 433.488(A) through W)as 
well as the following: 

(1) the RESULTSof all laboratory tcsts; 
(2) the name and address of each referral provider. and 
(3) the date and results of each REFERRAL APPOINTMENT if the appointment was kept 

(B) Determination of COMPLIANCE with Medical Standards. The Division may migw a 
physician’s medical records of PGH recipients to dttamine the necessity.propriety.and 
q d t y  of the medical care fumishai. These de- will be mde by MEDICAL 
professionals in accodancrc with 130 CMR 450.206. In ddition.the Division m y  request
REVIEWBYTHEMASSACHUSETTSCHAPTEROFTHEAMERICANACADEMYOFPEDIATRICSOROTHER. .appropriate professionalORGANIZATION for theplaposes of making suchdemnmrmoas. This 
reviewwillbeconsiduedkforttheDivisionpocacdswidrrdminimrdverclion~on 
a detaminacion of noncompliance with medid  STANDARDS as ddined in 130 CMR 440.204. 

REGULATORY AUTHORITY 

130 CMR 433.000: M.G.L. c. 18.0 10; MGL. c. 118E.0 4. 
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114.1 C M R  RATE SETTING COMMlSsION 

BUREAU OFHOSPITALS AND CLINICS 

3 6.13: continued 

0) Rates ofpaymentforEMERGENCY savim related to the Norplant SYSTEM are established 
according to the methodology set forthin 114.1 CMR36.13(8)@). 

. .  
(10) 9 
The Medicaid program will assist HOSPITALS who carry a dispropoRTionate FINANCIAL burdenof 
caring for the uninsured and low income pasonsof the COMMONWEALTH In aamknce with 
T i e  X I X  rules and REQUIREMENTS Medicaid will make an additidpaymentADJUSTMENT above 
the rata established unda 114.1 CMR 36.13(10) to hospitals which qualifj for such an 
adjustmentunder any one or more of the following d a d h i o m .  Medicaid participating 
hospitals m?y qualify for adjustmumand may receive than zu any time throughout the year.
ELIGIBILITY REQUIREMENTSfor each typeof dispropoRTionate shaleADJUSTMENT and themethodology 
for calculating those ADJUSTMENT is desaibad in 114.1 CMR 36.13(10). Medicaid payment 
adjustments for DISPROPORTIONATEsharecontribute towardfundingof allowable uncomptnsatcd 

m e  costs. 

W h a r h o s p i t a l s ~ t o p a r t i d p a t e m t h e M e d i c a i d ~ t h d r d i ~ ~ a n d t h e ~ u n t  
oftheir adjustment shall be d u m n i d .  Asnew hospitalsapply to bacomeMedicaid providers. 
they may qualify for adjustmentsifthey mea the CRITERIA under OM or more of the fdlowing 
DSH classifications (114.1 CMR 36.13 (10) (a) through(e)). Ifa hospital%Mediceid CONTRACT 
is terminated. any adjustment will bepratedfor the portion of theyear during which it had a 
contract, the remainingfunds it would have ctceived willbe apportioned to rrmaining ELIGIBLE 
hospitals. This means that some disproportionateshare ADJUSTMENT may require racalculation. 
Hospitals willbe informed ifan adjustment amountwill change due toREAPPOINTMENT among 
the qualified groupand will be told how overpayments orunderpaymentsby theDivisionwill 
be handled at that time. 

To quahfyfora DSH paymentadjustment unda any CLASSIFICATION within 114.1 CMR 
36.13(10),AHOSPITALMUSTMEETOBSTETRICALSTAFFINGREQUIREMENTSDESCRIBEDINTITLEXIXAT 
42 U.S.C. 5 1396r-qd) orqualitj for theexemption desaibed i42U.S.C. 5 13%r4(d)(2). In 
additiostoqualifyfixadisproporbioaateshanpgmMltadjusbncmanda114.1 CMR36.13(10) 
a hospital must Wve a Medicaid inpatient utilization rate, caiarlated by dividing Medicaid 
patient days by totaldays, of not less than 1%. 

The total amount ofpayment ADJUSTMENT awardedtoa particular public hospital under 1 14.1 
CMR36.13(10) will not exceed the costs incurred during the yearby the hospital for fimishing 
hospital services to individuals who arc eitha digie  for medical assistanceor have no health 
insurance or otha SOURCE of thir? PARTY anexage less paymends recdved by the hospital for 
medical assistance and by UNINSUREDPATIENTS except asprovided at42 U.S.C. 9 1 3 9 6 r a ) .  

(a) HIGHPUBLICPAYERHOSPITALS DISPROPORTIONATE SHAREStatus under St. 1991. c. 495. 
1. El&&. Hospitals dctcnnincdcligiile fbrdisproportionate share status PURSUANT 
to 114.1 CMR36.10rredigibkfbrthisdjuszma~ 
2. -. 


a. 	 TheDivisionofMedicalAssistancewillallocateS11.7minionfor~payment
ADJUSTMENT 
b. 	 TheChmmissionwiUthatcal~for~~therstiooftheir 
~ o ~ ~ f n e c a r e c b a r g g . s ~ m U G ~ c . 1 1 ~ ~ Q % t o ~ c t i l r g e s , f o r. _
thepaiodoaoba1.1992tluuughsepscmkr30.1993. THECOMMISSION will 
obtainlIIowabk~ccrrerharpedatabmthcDeptrtmenaofMsdialsecmity.. .  

c. THECOMMISSION w i l l t h a l n n k t h e d i g i b k ~ ~ ~ t o l o w e s t b y  
the ratiosofallowableFREECAREtototal charges decamiwdin 36.13(1OKa)2.b. 
d. The~willthcndetambnethe75thpaanmikofrbercltiosderamimd 
in 36.13(10Xa)Zb. 
e. HospitalswhomeETorEXceedthe75thpERCENTILEWILLqualifyforaHIGHPUBLIC;. -PAYER Hospitals ADJUSTMENT The COMMISSION will multiply each snrlayins 
hosp-hl'sFY93 allowable 6ra care chargesby the HOSPITAL’S FY93 cost to charge 
ratio asof OCTOBER1.1994. ascalahedPURSUANT to 114.1 CMR36.09to determine 
allowable freecare costs. 
f. The- _ . W;nthmdetenninethesumoftheamountsdu~in114.1 
CMR 36.13(10)(a)Z.e for all hospitals that qualify for a � Q h  Public Payer 
adjustment. 

12/15/95 (EFFECTIVE 10/1/95) OFFICIAL 114.1 CMR - 418 



36.13:continued 

g. Each hospital's Kigh PublicPayer Hospitals adjustmentisequal the AMOUNT 
allocated in 1 14.I CMR 36.13( 10xa)Z.a multiplied by the amount detwmined in 
114.1 CMR 36.13(10Xa)2.e. and divided by theamount deramincdin 114.1 CMR 
36.13(1O)(a)2.f 

(b)
 :c . 
1. TheCommission will dctcnnine a fedERALly-mandatedMedicaid disproportionate 
share adjustment for all  eligiile hospitals, using the data and merhodology described 
below. 'IheCommission w i l l  use the following data sources in its detcnnination ofthe 
federally-mandated Medicaid disproportionate share adjustmar,unless the specified 
data source is unavailable. If the specifieddatasource is Unavailable, then the 
COmmission Will determineand use the besthemarive data source. 

a The Commission will use FREE cam charge data 6om the Department ofMedial 
SECURITY 
b. The prior year RSC403 report willbe used to detamine Medicaid days, total 
days,Medicaid inpatientnet REVENUES and total inpatientcharges. 
c. The HOSPITAL’S audited FINANCIAL statements for the prior year will beused to 
daennine the Stateandlor local cash subsidy. 

2. The Commission will calculate a threshold Medicaid inpatient utilization rate tobe 
used asa standad for determiningthe eligibility of acute care hospitals forthe federally
mandateddisproportionate share adjustment The Commission will determinesuch 
threshold as follows: 

a Fng dadate thestatewidewaghted average Medicaid inpatient utilization rate. 
This will be determined by dividingthe sum of Medicaid inpatientdays for all acute 
care hospitals in the state by the sum of total inpatient days for all ACUTE care 
hospitals in the state. 
b. Second.calculatethestatewideweightedstandarddeviation for Medicaid 
inpatient utilization statistics. This will be determined according to the following 
FORMULA 

5. 

When N =numbexof HOSPITALS and average days= statewide sum of total days, divided 
by the number of hospitals. 

c. Third, add the statewide weighted standard deviationforMedicaidinpatient 
utilization to the statewide average Medicaid inpaticst utilization rate. The sum of 
thesetwommrbaswinbethethresllddMedicaidinpd~utilizationrate. 
d. TheCOMMISSIONwin then calculate each HOSPITAL’S Medicaid IMPATIENTUTILIZATION 
rate by dividing each hospital's Medicaid INPATIENT days by its total inpatientdays. 
If this hospital-spEcIFIc Medicaid INPATIENT utilization rate equais or exceeds the 
threshold Medicaid inpatient UTILIZATION me ahdated PURSUANTto 114.1 CMR 
36.13(10xb)z~, then the hospital will be eligibk for the fedERAlly-mandated 
McdiddispropomioMeshareQdjustmentuadatheMaiidudlirationmethod. 

3. Theconrmissionwil l thencalculateeach~dsl~ut i l izat ionrateas 
fbElows: 

a F m calcdaw the Medicaid and subsidy shareofGROSS revenues d sto the 
foU0wingFORMULA. - . .  


Total~+stateandlocal~avernmaacashsub$dies 
b. 	 Second,calculate theFREE care pacadageoftotal inpaticatcharges by dividing 
THEINPATIENTSHAREOFFREEChargesLEssthepOrtionofstateandlocalgovERnment 
cashsubsidies for inpatient SERVICES by total inpatient charges. 
c. 	 Third, compute the low-income utilization rate by adding the Medicaid and 
subsidy share oftotal REVENUESCalculated pursuant to 114.1 CMR 36.13(10)@)3.a. 
to the FREE care percentage of total INPATIENT charges calculated pursuant to 114.1 
CMR36.13( 10)@)(3)b. Ifthelow-income utilization rate exceeds 25%. the hospital 
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36 13. conTinued 

will be eligiblefor the fedERally+MandatEd dimportionate share adjustment under 
the low-income UTILIZATIONrate method. 

4. The paymad under the fed--mandated disproportionate 
share adjustmentrequirement will be calculated as fonows: 

a. For each hospitaldeemed eligible for the fedERally-mandatedMedicaid 
disproportionatcshareadjusuncntundatheMedicaidutilidonmahodesrablishtd 
in 114.1 CMR 36.13( lo)@), the Commission will divide the hospital's Medicaid 
inpatient utilizationrate calculatedpursuant to 114.1 CMR 36.13( 10Xb)Z.d. bythe 
thresholdMedicaidinpatientutilization rate calculated pursuant to 114.1 CMR 
.36.13(10)@)2.c. The ratio resulting h m  such divisionwill be the federally
mandated Medicaid disproportioMtt share ratio. 
b. For-each hospital d d eligible for the basic FEDERALLYmandated Medicaid 
D I S P R O  share adjustmentunder theLOW-INCOME UTILIZATIONrate method,but 
not foundto be eligile for the FEDERAL-MANDATED Medicaid disproportionateshare 
adjustment under the Medicaid utilization method. the Commissionwilldivide the 
hospitaL’s LOW-INCOMEUTILIZATIONrate by 25%. The ratio resulting from suchdivision 
will tt the federally-mandated Medicaiddispropordonateshare RATIO 
c. The Commission will then determine, for the group of all eligible hospitals, the 
sumoffederally-mandatedMedicaiddisproportionateshare ratios calculated 
pursuant to 114.1 CMR 36.13(10)(b)4.a ahd 114.1 CMR 36.13(10)@)4.b. 
d. The Commission willthen calculate aminimum payment by dividingthe amount 
of FUNDS all&pursuantto 114.1 CMR36.13(IO)(b)S. by the sum of theFEDERALLY 
mandated Medicaid disproportionate share ratios calculated pursuantto 114.1 CMR 
36.13( 10)@)4.c. 
e. TheCommission will then multiply the minimum payment by the federally
mandated Medicaiddisproportionate share d o  established for each HOSPTIAL 
pursuard to 114.1 CMR 36.13(10)@)4.a and b. The of such multiplication 
willbe the payment under the fedERALLy-mandateddsproportionateshare ADJUSTMENT 
REQUIREMENT This payment -res that each HOSPITAL’S utilizationrate exceeds one 
standard deviationabove themean, in accordance with 42 U.S.C. 9 1396r-4. 

5 .  The total amount of funds allocated for PAYMENT to ACUTEcare hospitals under the 
federally-mandatedMedicaiddisproportionate share djusment requirement will be 
S200,OOO per year. Thesc amounts willbe paid by the Division of Medical Assistance. 
and distriied among the eligible hospitals as daaminad pursuant to 114.1 CMR 
36.13(10)@)4.e. 

(c) e.ThcCommissionshall 
determine a disproportionate share net ADJUSTMENT a for dl di+HOSPITALS 
usingthcdataandm~ogydescn'badm114.1CMR36.13(10)(~)l.Thmugh3.. 

1. DATASOURCES T h e c o ~ o n w i l l r r s e ~ c a r e ~ d m ~ t h e ~ e n t  
of Medical Security, and total charges from the RSC-403. Ifthespecified data source 
is unavailabk, then the Commissionshall determine and use the best ALTERNATIVEDATA 
SOU 

2. 
l.kdispPopatioa3jeh.djuscwntforsrfaynetpmvidas 

isan ~ ~ f w h o s p i t a l s w h i c h m e a t h e f b l l o w i r r g a i t a i a :  
L isapubEchospii . 
b. 	 h a s a ~ h r m c o f M e d i c a i d a n d ~ c a r r c h a r g e s i n T Y 9 3 ~ ~ i s a l e a s t I S %  

ofitstotal charges; 

c i s a n ~ s a f e t y n e t p r o v i d e r i n i r s ~ a ~ ~ d ~ ~ ~ b y d d i v a y  

of services to populationswith special needs includingpersonswithAIDS. trauma 

victims,highRisknEonatEs,oriNdgEntoruninsurEdpatiENTs; 

d. 	 has completed an agreemeNT with the Division of M e d i i  Assistance for 
INTERGOVERNMENTALTRANSFER of FUNDStotheMedicaid programfor thedisproportionate 
share adjustment for safety n u  providers; 
e. is the subject of an appropriation authorizing an intergovanmend transfer. 
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1 14.1 CMR: RATE SETTINGCOMMISSION 

BUREAU OF HOSPITALS Ah?) CLINKS 

36.13. continued 
3 .  PAYMENT to j9 '  9 r 

ADJUSTMENTFORSAFETYNETPROVIDERS The Commission will calculate ana d j u s m t  for 
hospitals which are eligible forthe SAFETY net provider adjustment pursuant to 1 14. I 
CMR 36.13(10)(~)2.This adjustmentshall be reasonably related to theCosts, volume, 
or proportion of services provided to patients eligiblefor medical ASSISTANCE under Title 
XIX, or to low-income patiens, and shall equal the amount of funds speci6ed in an 
agreement between the Divisionof Medical Assistance and relevant govemmentalunit. 
The disproportionate share adjustmentfor safety net providers s h a l l  not be in EFFECT for 
any rate yearin which Federal Financial Participation under TitleXlX is unavailable for 
this payment. 

(a) 3Hospitalseligible for this 
adjustment are tirose that report "fiecare costs," as deiined by 117CMR (Departmentof 
Medical Security (DMS)) and wbo are participating in the free Care p o o l  administered by the 
Department of Medical Security pursuant to M.G.L. c. 118F. The payment amounts for 
eligible hospitals are determined bytheDepartment of Medical Security in accordancewith 
its regulations at 117CMR 7.00. These payments will be made to eligiblehospitals in 
accordance with Department of Medical Security regulations and the ISA between the 
Division of Medical Assistance andthe DEPARTMENTof Medical SECURITY Eligible hospitals 
will receive these payments on a periodic basis during the termof their Medicaid conma 
with the Division. 

(1 1) D a t a S o u r c e s . The following data sources are used in the development of the base c o s t s  
per discharge: FY90 Medicaid paid claims file; the FY90RSC-402 report, as submitted by 
hospitals to the Commission; andthe FY90Merged CaSemix/Billing Tapes as accepted by the 
Commission. This datawas supplementedby information fiomeach hospital's FY90 yearend 
MaximumAllowable Cost (MAC) report andinformationfkom theintermediariesforthe 
Medicare program, as needed. If a hospital's FY90RsC-403 was not available, the hospital's 
FY89RsC-403 was utilized. The "perreview" version of the FY90MAC report w a s  used. if 
available. Ifit was not available, theFY90"as filed" version wasused. 

The IT95 casemix index was calculated using the paid claims database for June 1, 1994 
throughMay 31, 1995. This database is maintainedby the Commonwealth'sDivision of 
MEDICAL Assistance. The fiscal year 1994RSC-403 cost reports as med were used to develop 
RATESof payment fororgan acquisition. dmmedical education, and malpracticecosts .  Hospital 
specific capital costs  were taken fiom the Fy92Medicare Cost report (HCFA-2552). Data 
source used to develop the casemix-adjusted capitalCOST limit was the FY91 Medicare Cost 
report (HCFA-2552). 

Administrative(AD)daysused in the inpatient base calculationare obtained kernthe-96 
MedicaidCLaimsdataFile. Ifthehbspital'sclaimsdatahadraoADda~ortheADdays~e 
less than 3% ofits total hospital days, the N90RSC 404-A fourth quarterreported AD days 
were used for such hospitals. 

. .  
(12) v. . Medicaid rates ofpayment calculated under the provisions of 
114.1 CMR36.13(12) shall&rmto theuppalimitrequirement imposed by T i e  XIX ofthe 
social security Act. Tbat is, the FEDERAL GOVERNMENT requiresdlatstates oerdfy that inpatient 
hospital paymentsin theaggqatc do not exceed the amountof payments that would resultif 
payments were basedon tbeMedicarc principles (TEFRA). 

Rates of payment estaMished pursuant 114.1CMR 36.13(12) maybe adjusted if it is 
determined thataggregate paymans willexceed thislimit or if adjustmentsare required by the 
Health CareFinancingAdminisnation (HCFA). 

(1 5 )  HospitaLS that have merged sincefiscalyear 1990 and have applied for 
and received a single Medicareand Medicaid providerNUMBERwillbe paid at a singlewa@ted 
avenge StanDrd paymentp a discharge rate.trader, outlier. chronicand psychiatricperdiem 
rate, and a weighted average PAF and cost to charge ratio. The wei&ts shall equal each 
hospital's -90 discharges as a proportionof total dischargesfor the merged hospitals. These 
weights will be applied to the inpatient rates as established by 114.1CMR 36.13 which were 

(Effective 10/1/95) 
, c , '. r .. ., . . . -A (7mr 



TN 95-17  

STATEPLAN AMENDMENT 


INPATIENT ACUTE HOSPITAL 


EXHIBIT 6 :  117 CMR 7 . 0 0  


